The fundamental factors which determine the quality of life are: self-respect, which derives from dignity of living; and freedom of choice, which allows us to explore ourselves and our environment in our own way. Physical handicap erodes both these pillars. Clumsiness, ineptness and eventually loss of independence for the performance of many bodily functions and activities of daily living destroy a person's dignity and self-respect. Physical disability severely reduces the freedom of choice in almost every aspect of life, for it restricts the places where a person can live, how he lives, what friends he can make, what school he may go to, what work he can achieve, how much money he can earn, what hobbies he can take up and even the time for emptying his bladder and bowels. Pain, disease and deformity affect every aspect of life. Severe physical handicap usually derives from loss of personal mobility, whether the impairment is of the locomotor system, nervous system, or cardiorespiratory system, and lack of mobility severely limits freedom of choice. Physical disability is akin to poverty in reducing the facilities for living, limiting resources and limiting choice.
'normal' has a glorious sound, yet a 'normal person' has no more real existence than the 'average man': 'Normality is a donkey's carrot, or tantalising goal, forever unattainable. ' We must accept Creegan's comment that society has to recognize that the disabled are as much people as the non-disabled. Their social needs and aspirations do not differ from those of the non-disabled. However, the impact of disability upon individuals follows no logical pattern.
There will always be a number of physically disabled people who are unable to achieve independence even with help and support, and who require to be cared for in a residential home or hospital. But in another comment Louis Battye (Hunt 1966 )says that the difference between a residential home, however comfortable, and a chronic sick ward, is really only of degree, not of kind. At bottom they are both places where one simply whiles away the time until death-'dead end' in all too literal sense.
Disablement as a problem is divisible into two linked parts -the psychological and the practical. It is as Creegan described them: ' ... the things which go on inside and those done by, through, and for those who are disabled.' Some of the psychological factors are reactions to the disability, some are due to brain pathology.
On the physical side, loss of mobility is the major feature of handicap and in the management of physical handicap. Indeed, severe handicap is almost synonymous with restriction of mobility. In a recent report Baroness Sharp (1974) commented 'for the severely disabled even quite a little mobility can make all the difference between independence and dependence ... and that independence of mobility gives even the most severely disabled a choice of view, of conversation, and indeed a minor movement can be used as a gesture'.
In my own unit, concerned with the severely disabled, it is probably true to say that we pay most attention to our assessment of personality, attitudes and the intellectual capabilities of the patient on the one hand, and to the problems of mobility on the other. Activities of daily living (ADL) and other aspects of care are often of secondary importance.
Provision ofservices
Under the Chronically Sick and Disabled Persons Act (1970) local authorities are charged with the duty of identifying the disabled and chronically ill people living in their area and providing them with information on the services available and any help they might need. Local authorities are empowered to meet the needs of the blind, the deaf and the substantially and permanently disabled. Through the social work service they provide advice and help and support for people living in their own homes (e.g. home helps) and often in cooperation with voluntary organizations (e.g. meals on wheels). Aids may be provided (e.g. hoists), alterations may be made to housing (e.g. ramps and sliding doors) and nursing aids and appliances may be provided (e.g. commodes and bath seats).
Although the local authorities have a statutory duty to identify the disabled and their needs and to provide information and advice, services are dependent upon financial provision within the local authority budget and different authorities have different priorities. Residential accommodation for disabled people and the elderly, day centres, social centres and occupational and recreational facilities may be provided. Free or subsidized travel is unusual. The Act stipulates that authorities should have regard to the housing needs of the disabled and many authorities include some housing designed for the disabled in new housing schemes. All that the majority of disabled people require is a house or flat on one level, easy of access and simple to manage (Sharp 1974) . But most of them have accommodation which is old, cold and inconvenient, and they and their families often need help and guidance if they are to remain independent and not become candidates for institutional care.
Voluntary bodies
Statutory provision for the disabled is necessarily provided by many different government and local authorities, but voluntary work is an accepted part of British life. Much social legislation derives from voluntary effort and often voluntary effort is needed to help the individual person find his way through the maze of statutory provisions or to fill the inevitable gaps which the statutory provisions leave.
Government departments are often criticized for lack of coordination but unfortunately there is often even less coordination amongst voluntary bodies because of divergence or specificity of interests; because of deeds of gift or Trust, many voluntary bodies find themselves unable to collaborate even when they might wish to do so.
There are many bodies concerned with particular diseases or disability, e.g. the Muscular Dystrophy Group, the Multiple Sclerosis Society, the Spina Bifida Association, the British Rheumatism Association, the Spastics Society, the Royal National Institute for the Deaf and the Royal National Institute for the Blind, and the Chest and Heart Association. Many voluntary organizations are affiliated to the Central Council for the Disabled, which coordinates their work, aiming at improvment of the living conditions and environment of disabled people; among these are the Disablement Income Group, the Disabled Living Foundation and the Royal British Legion. Many are concerned with research, e.g. the National Fund for Research into Crippling Diseases and the Arthritis and Rheumatism Council. Some voluntary bodies help in organizing home visits, collecting library books, shopping, digging the garden and generally helping the handicapped; these include the British Red Cross Society, the Women's Royal Voluntary Service, Rotary Clubs and the Lions. Some bodies are particularly concerned with education and training and with arranging conferences, e.g. British Council for Rehabilitation of the Disabled; some are national, some regional and some local. In recent years the dissemination of information to help the handicapped to cope with everyday problems of life has become an important part of the rehabilitation procedure; the publication 'Equipment for the Disabled' is one example. The Disabled Living Foundation organizes many projects concerned with matters of interest to handicapped people, e.g. clothing, education, gardening and music. The Foundation has a well equipped aids centre in London (assisted by the Department of Health and Social Security, where many items of aids and equipment and an excellent range ofliterature can be seen. Other aids centres are now open in Newcastle, Edinburgh, Merseyside and Birmingham.
An interesting development of the voluntary help which might be extended throughout the country, and whose principles might be applied in other disabilities, is the Clarkson Foundation Stroke Scheme. This scheme recruits untrained volunteers to help stroke patients with speech difficulties. The volunteers work under the guidance of qualified speech therapists and the patients are selected and referred by doctors and speech therapists. The volunteers work with them in their own homes and in handicapped clubs or day centres. This collaboration between professional and voluntary workers in a specific field of rehabilitation is a model for the future, in which rehabilitation must be extended into the community.
Most voluntary organizations owe their origin to strong personalities with particular interests, but they all call for volunteers and money, both of which are in short supply. Voluntary workers do the work because they want to, and they cannot be organized in the same fashion as paid helpers. Nonetheless, because of the enormity of the problem there is increasing need to mobilize voluntary helpers at all levels, and there is a need for many skilled and unskilled activities in the general care of the disabled in the community.
Disabled people need continuous sequential care and counsel which crosses all barriers between health service, education service, employment service and social services. Yet our entire legislative and administrative organization is constructed to provide episodic (usually crisis) care. I would like to highlight two areas where episodic, segregated care manifestly leaves the disabled person at a loss and fails to help him cross the administrative hurdles and the gaps between the various services available to him. One is residential care, the other is education.
Residential care
Of the 3-6 million people with a physical disability in the United Kingdom the majority live in the community. The great majority of them are elderly and the incidence of disability increases markedly with age. About 25";, of the elderly population (over 65 years of age) require some help. Similarly, the social problems increase with age; about 30% of those over the age of 75 live alone and the older they are the more likely they are to be living alone. By 1980 nearly 15% of the population of England and Wales will be over 65 years of age, and the over-75s will rise from 5% to 6% of the population over the next decade.
At present over 50% of all hospital beds are used by people over 65 years of age. The problems of the elderly are beginning to absorb the resources which might have been used for the disabled of all ages in hospital or in the community. Thus sufficient acute beds and facilities for intensive appropriate rehabilitation have not been provided in the hospital sector and adequate sheltered housing is lacking in the community sector.
There are currently about 5000 chronic sick aged 15-59 years in nonpsychiatric hospitals and nearly 60% of these are over 50 years old. This highlights the particular problem of the chronic sick who are 'middle aged'. They are often too old for admission to a local authority or voluntary residential home and not old enough for the provision for the elderly.
There are about 350 000 adults under 65 years of age and 50 000 children with physical disability living at home. In 1974 there were about II 000 adults in local authority or localauthority-sponsored residential homes, about 5000 in long-stay hospital units (including 1000 in units for the young disabled), and about 1500 children in long-stay hospital units (DHSS, 1976) .
Some disabled people require residential accommodation because they are so physically handicapped that they cannot live on their own or with their family, but the reason for admission to residential care is as often as much social as it is clinical. The commonest disease leading to residential care is multiple sclerosis. MS is characterized by a combination of problems which weigh heavily upon the family, such as progressive immobility, incontinence and a change in personality which reduces acceptance and insight into the problems of the condition. Much of the available accommodation is custodial and provides little facility for reassessment and active rehabilitation. There are many people, young and old, in long-stay units whose full capacity to help themselves or the community is not being developed in spite of enthusiastic nursing, physiotherapy and occupational therapy. Indeed the 'therapeutic' and caring aspects of such units may in themselves inhibit full rehabilitation.
Some physically disabled people require so much nursing care that they can only be cared for in a fully serviced nursing institution; this is why the DHSS encouraged the provision of a number of hospital based units for the younger chronic sick (Ministry of Health 1968) . But considerable doubt has been cast on the wisdom of this policy. After reviewing the situation with a view to delineating architectural design criteria for young chronic sick units, Jean Symons (1974) concluded that 'so far as chronic sick units are concerned, in their present concept no more should be designed'.
When the disabled themselves are consulted it becomes clear that their main desire is to have the opportunity to choose their own home. The majority want to live in a street, near shops, churches, pubs and people. They want a single or a double room, they want to be surrounded by their own things, to mix as they want and to have freedom of choice of their daily living activities (King Edward's Hospital Fund for London 1975).There is a general tendency to treat disabled people as children or imbeciles which offends their dignity. These cultural attitudes are largely conditioned by experience of the multiple handicap. Even when their intellectual abilities have been proven, the physically abnormal are seldom given the benefit of the doubt.
Education
These prejudices also affect attitudes towards disabled children. There are about 10 000 children undergoing full-time education in schools for the physically handicapped. Of these about one-third are designated as suffering from 'cerebral palsy'. Schools for the physically handicapped vary considerably in their attitudes. Whilst many people accept that physically handicapped children should be educated in as close association with normal children as possible, many local authorities perpetuate the traditional schools for physically handicapped children where the preponderance of children are slow learners. Admittedly a sizeable number of children who are multiply handicapped suffer from conditions associated with brain damage (e.g. cerebral palsy, hydrocephalus and head injury), which may affect their intellectual capability and personality sufficiently to impair their education and employability. But when the brain is not involved in the organic lesion there is no evidence that physically handicapped people are in any way innately intellectually inferior: Many of the problems, paradoxes, inconsistencies and inequality of provision for the physically handicapped stem from the concept that severe physical disability is necessarily associated with mental impairment. It is often more difficult to incorporate a physically handicapped child in a normal school than to send him to a school for the physically handicapped where education is less demanding and more attention is paid to physical handicap. But an increasing number of physically handicapped children are being educated in normal schools and a very careful appraisal by clinicians and educational psychologists is essential if the child's maximum potential is to be achieved. For the child with a physical handicap a first-class education is his only passport to maximum integration in society. Years lost from education cannot be replaced, and children with a normal range of intellectual capability have too frequently been sent to schools for the physically handicapped where more attention is paid to an irretrievable handicap than to the potential intellectual capability.
Inadequate schooling is the most basic cause of inequality. A pitifully small number of disabled school leavers proceeded with any form of further education and of these a large proportion were on courses specially arranged for the handicapped (Mohr 1976) . I have known a child with normal intellectual capabilities who was sent to a school for the physically handicapped because of bilateral phocomelia caused by thalidomide. He was totally independent for all personal care (using his feet) and was able to ride a horse and take part in many other activities. When he was 15 the headmaster, challenged about his future, said that it was not the policy of his school to make any disabled child take exams, as they felt it was too much of a strain and was not fair on the child. What chance has this boy of further education or any normal achievement when he leaves the protective womb of that particular school for the physically handicapped?
On 1 July 1976 the House of Commons Standing Committee debated amendments to the Education Bill designed to reduce the dependence of disabled children on special schooling (Hansard 1976) . The amendments aimed at giving disabled children precisely the same educational provisions as normal children, with special schools being allowed only when normal schooling is definitely impractical. The amendment was withdrawn because it couldnot be implemented. However, during the debate the Under-Secretary of State for Education and Science noted the general recognition of a continuing need for some provision of special schools, but that many handicapped children could do well in ordinary schools if given adequate facilities.
There is a need for a continuum of provision ranging through: (l) Although many authorities now emphasize the importance of educating physically handicapped children in normal schools, there are many difficulties. Disabled children have special needs with regard to transport, modification of school buildings, furniture and provision of special equipment. Some need personal assistance for eating and toilet, some need help in class. At present there are too few facilities other than the 'ordinary school full time' and day or boarding special schools. One in 6 or 8 of children of primary school age have a chronic handicap of moderate or severe degree which affects their education, health or behaviour (Rutter et al. 1970) . Primary schools should, ideally, be equipped and staffed to deal with handicapped children (Lancet 1971) . The policy should be to make ordinary schools special, rather than develop the special schools. There is a need for evaluation of special classes compared with special schools, in terms of cost, academic achievement, social attainment and social integration after leaving school.
The issue must be seen within the wider context of increasing recognition of the right of handicapped persons to be treated as a part of rather than apart from society (Anderson 1976) . 'Normal behaviour cannot be encouraged in abnormal conditions, such as a hospital' (Gunzberg 1974) .
Conclusions
Many aspects of our traditional care for the chronically disabled need to be challenged with a view to improving the quality of life for our disabled population. It is essential not to lose sight of the fact that a number of disabled people could never achieve independence in the community. Some do not want to strive for it, some will want to try but will inevitably fail. There are those who, for physical, intellectual and social reasons, require custodial care.
Many people with chronic disease receive outmoded, unphysiological, palliative physiotherapy treatments in many physiotherapy departments, and many more are referred for such treatments. Their demand for physical treatment is really a reflection of their need for a quality of care and attention which it is not possible to achieve in any other way. As general caring facilities are improved, as such people achieve higher living standards, increased social contacts and a greater understanding and acceptance of their 'situation, then the demand for physical therapy will lessen. In the meantime it is important to recognize the demand for what it is, and enable the therapists to use their skills of patient assessment to provide appropriate advice and referral to appropriate services.
Both day hospitals and community hospitals could be extended to contribute to an ongoing rehabilitation programme based upon the total assessment. In this way a much closer collaboration between hospital services, general practitioners, and the community services can be established. Such collaboration should contribute towards the present trend of maintaining all the young chronically disabled in the community, living in their own homes with their families, and only being admitted to institutional care when such a situation is no longer tenable.
As far as children are concerned, all schools should be developed so that all handicapped children who could benefit from conventional schooling receive normal education.
The management of the young chronic sick is a fascinating challenge for those who are particularly concerned with rehabilitation medicine. It is a field which demands high standards of clinical accuracy and judgment, and considerable skill in diplomacy and organization. Yet because of our present pattern of clinical and social care it can be immensely frustrating. The major difficulties lie in establishing an accurate diagnosis and prognosis in clinical terms and evaluating the motivation of the disabled person. Achievement is more dependent upon the personality of the child than on the physical handicap. Since the inception of the National Health Service in 1948, there has been an increasing demand for beds providing nursing care for the younger physically disabled and chronic sick. Many such patients were provided with nursing facilities in geriatric units, but it was quite apparent that placement in these units was inappropriate. Between 1950 and 1970 much concern was expressed about the placement of these patients.
With the development of the concept of district general hospitals, some new hospitals were built, thus releasing older hospitals to be available for long-term care. In some places purpose built units have been developed since 1970.
In West Cumbria (Cumberland) acute provision of services was provided by two small hospitals in Workington and Whitehaven, and geriatric services were very limited. There were about 250 beds for a population of approximately 135 000 people living mainly on the coastal fringe between the Lake District to the east, Silloth in the north and Millom in the south. In 1964 the new West Cumberland Hospital was opened, providing 488 beds with facilities for acute cases together with an acute geriatric assessment unit.
Dr J Kaminski, the geriatrician, had the foresight to use the old Whitehaven Hospital for long-term illness, and Workington Infirmary has since taken on much of the same role. Plans were made to utilize part of the old Whitehaven Hospital to provide care for the long-term younger chronic sick, and the first patients were admitted in 1968. Originally there were 12 beds, covering an age range of 16-45, but it soon became apparent that the range needed to be 16-65 so the unit was expanded to 22 beds in 1971, and upgraded during 1972. In addition in 1968 Dr John Leiper, Medical Officer of Health for Cumberland, had instituted a hostel of 20 beds for the younger physically handicapped in Maryport, for those disabled not requiring nursing care. Since 1974 there has been a more regular service for the younger chronic sick in West Cumberland, with improvement of remedial services; the services provided evolved rather piecemeal, as little was known nationally about the needs of this type of patient.
The factors to be considered in planning and running of units for the young chronic sick can be summarized as follows: (I) number of beds required for the population at risk; (2) siting of units; (3) aims of the unit; (4) medical cover; (5) nursing cover; (6) remedial cover; (7) social services; (8) the domestic assistance; (9) recreational facilities.
At a symposium held on 28 November 1974 in Durham no clear indication of the number of beds required could be given. Dr 0 M Prinsley, with a purpose-built unit at South Teesside and having control of a Cheshire Home, felt that 20 beds for a population of 600000 was sufficient; Dr E H Jarvis, from Hunters Moor, Newcastle upon Tyne, thought that I IO beds were required for 600 000 people. The provision of22 beds has proved adequate for West Cumbria.
Since 1975 there has rarely been a waiting list, and often all 22 beds in the Whitehaven Unit have been occupied. The situation will naturally vary according to whether patients can be discharged home, to purpose built accommodation, to local authority homes, or to Cheshire Homes.
The term young chronic sick unit, or young disabled unit, may suit administrative purposes, but it seems preferable to use a specific name; the unit in Whitehaven Hospital is known as the Lonsdale Unit. It is on the second floor, with a lift. This is not ideal, and most people believe that such units should be on the ground floor. At Whitehaven it is hoped to provide the Lonsdale Unit with a second lift; the ground floor already houses a geriatric day hospital, 0141-0768/78/0071-0448/$01.00/0
